The chief boundaries of the sac were as follows :?In front the manubrium sterni and the sternal ends of the clavicles (both sterno-clavicular articulations were opened into, and the clavicles dislocated forwards) ; behind, the trachea and oesophagus ; laterally, the first ribs and the apices of the lungs; interiorly, the aneurism was in close contact with, and rested upon, the aortic arch, and had made its way for some distance into the thorax in front of that structure. Fig. 1) . A slight systolic thrill could be felt when the hand was placed over the same spot, and there was well-marked and limited percussion dulness.
A systolic murmur and somewhat accentuated second sound were heard on auscultation. (The thrill, systolic murmur, and accentuation of the second sound were perhaps better marked over the mid sternum at the level of the fourth costal cartilage than over the area of pulsation.) There were no pressure signs; it was particularly noted that there never had been any pain. Shortness of breath and cough were complained of, but were evidently due to the presence of bronchial catarrh.
The heart was of normal size, the apex being situated an inch immediately below the left nipple.
The diagnosis, as regards the thoracic lesion, was an aneurism of the aortic arch.
On Qth April the patient discharged himself. The urine still contained a trace of albumen, the physical signs at the seat of the supposed aneurism being the same.
On 5th October he was again admitted, suffering from a relapse of the renal dropsy; and after remaining in hospital for a month was again discharged. The thoracic physical signs were still unchanged.
He continued well until September 1877, when he began to suffer from pain in the region of the stomach and from difficulty in swallowing.
On 14tli November 1877, he was re-admitted under my care. He was now greatly emaciated, his expression was haggard and anxious, and he presented a remarkably cachectic appearance.
The physical signs within the thorax were as before, except that the apex-beat was somewhat elevated, corresponding to the left nipple.
Pain and tenderness on pressure were complained of in the epigastric region, but no tumour could be perceived.
The epigastric pain was increased immediately after taking food. There had been no vomiting. The stomach seemed of normal size. There was marked dysphagia, the stoppage being referred to a point corresponding to the lower end of the sternum.
The right pupil was only half the size of the left. He complained of numbness in the fingers of the right hand.
The urine was copious, pale, sp. gr. The aorta was somewhat dilated and atheromatous at its base.
The aortic valves were thickened and cartilaginous, but competent.
The heart weighed 13 oz.
The stomach was filled with a huge clot of black blood. A large ragged malignant ulcer surrounded the oesophageal opening. On 6th March, the oedema having almost gone, the thorax was again carefully examined, and important alterations were observed. The heart's action was considerably stronger than before. Wellmarked pulsation could be felt in the supra-sternal notch over the manubrium sterni, the heart sounds could be distinctly heard, and they presented that toneless superficial character which is rightly considered so characteristic of an aneurism. The radial pulses were equal both in time and volume. A sphygmographic tracing showed nothing of importance, the only difference being that the percussion stroke was slightly shorter in the right than in the left. 
